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The MDS for resident # 1 is corrected as of 10/25712
F 0op{ With the informatian relating to the tobe feeding being
apprapeiately sddressed on the MDS. This comrection

} was completed by the ¥DS Coordinator.

11116112
F 000 | INITIAL COMMENTS

The annual recertification survey and
invesligation of complaints TN- 30473 and TN-

3051.0 WE.‘S conducl_ed on Qclober 17, 2‘%2' No All residents who eurreatly have s feeding tube in the
dEﬁCIlencleS wera cited ynder 42 FART 483. 13, facility will beve the feeding be appropriately
Requirements for Long Term Care for the . addressed on che MDS,
complaints. -
F 278 483.20{g) - (j) ASSESSMENT - F 278 Palici ; .
olicies and Procedures relating o appropriste
35=D ACCURACY’COORD'NATION!CERTIFIED documeéntation on the MDS refating to feeding Tubes
. being utilized for adequare nutrition will be revicwved by
The assessment must accurately reflect the the ADON on 10/25/12 and revised if necessary,
resident's status.
istered inate
A registered nurse must conduct or coordinat In-service will be completed on 10/25/12 by ths ADON
each assessment with the appropriate i i o
ticipation’of health professionsis relating to the appropeiated docurmentation on the MDS
participatiol €alkn proréssionals. refiling v nuwitional needs heing met by a feeding tube,
. . . The [m-service will be presented 1o the Interdisciplinary
A registerad nurse must sign and certify that the tean who is responsible for completing the MDS.

assessment is completed.

Each individual who completes a portion of the o
i Audits will be completed by the Quality Assurance

: tahsastepsnsi{-l?::i}?ltﬂset :Isgsnesa;:l:ﬁ ln ify the accuracy of Nurs.t: on alt MDS§ s of the residents who réquire a tube
feeding to mect their nutritional needs, The audit will
. - . volidgee (hat the tube Reding is sddcessed appropriatal
Under Medicare and Medicaid, an individual who on esch MIDS. This audit will be campleted E’:ﬁﬂgvembyﬂ
williutly and knowingly certifies a material and 2, 2012.This nudit will be campleted o & monthy basis
false statement in a resident assessment is ,on a0 annual of significant change MBS that has been
stibject fo a civil money penally of not more than ‘ompleted and all now residents requiring o whe
$1,000 for each agsessment; ‘or an individual who feeding.

willfully and knowingly causes another individual
to certify a material and false statementin a

resident assessment is subject to a civil money The audit will be revicwed by the QA Committee an
penaity of not mare than $5,000 for each monthly basis. The QA Commitiee membess ase the
i assessment. Administeator, Assistant-to-the-Administruior, Medical

:Ditector, Dircctor of Mursing, Bharmagcist, MDS

eoordinator, Dictary Manoger and Quality Assurance
Nuese. When areas of focus and trends are identified,
action plans will be daveloped and follow-up will be

: comnpleled.
{X6) DATE

LABORATOR‘I( DIRECTOR'S O/R:W/SUPFL R REPRESENTATIVE"Sj;S‘}TURE . TITLE
- ‘_,..—l—"" i hd . . R
N AT y{f?; [ Zit o g e ____lo/5r/Zely

Ang,deﬂ-iency sl n?’ending with terisk (*) danotes a deficiency which e institution may be excused from carrecling prouidf'ﬁg It is’dsterminad that
(wﬁ:lmé SUﬁCisﬂrﬁFb%;Blffmz the patients. (See instruclions.) Except for nursing homes, the findings stated ahove are disclosable 90 days

Clinical disagreement does not constitute a
material and false statement.

sther safegua s
following Ihedale of survey whether or not a plan of cofraction is provided. For nursing homes, the abave findings and plans of correclion are disclosable §4

Jeys folioWing the dale these documents are made availabla 1o the facility. It deficiencies ase cilad, an approved plan of correction is requisile to cenlinuad
srogram pardicipation.

ey a e .
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F 278 | Continuad From page 1 F 273

F 280

; Based on medical record review and interview

; Teadmission Minimurn Data Set (MDS)

i the resident's nuiritional status was inaccurate.

This REQUIREMENT is not met as evidenced
by

the facility failed [o accurately assess the
nutritional stalus for one resident (#1) of thirty

residents reviewed.
The findings Included:

Resident #1 was re-admitled to the facility an
Septembar 18, 2012, with diagnoses including
Nasopharyngeal and Laryngeal Cancer. Review

of the medical record revealed while in the !
hospital the resident had a feeding tube placed
on Seplember 17, 2012, -

Medical record raview of the resident's
assessment daled Seplember 25, 2012, ravealed

The MDS assessment did not identify the feeding
tube or prescribed nocturnal feedings.

Medical record review of the resident’s
Medication Administration Record for Seplember
and October 2012 revealed the resident received !
Jevity 1.5 at 60mi (millileters) an hour from 8:00
p.m. to 8:00 a.m. each night, The residant
conlinued to take medications and meals orally
during the day,

Interview with the MDS Coordinator on Oclober
17, 2012, at 11:00 a.m,, in the MDS afflce,
confirmed the resident's current nulrittanal status
was inaccurate on the September 25, 2012, MDS
assessment.

483.20(d)(3), 483.10(k)(2) RIGHT TO F 280f
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. ' , . . 1116112
F 280} Continued From page 2 F 280 | [Resident # 19 now has the appropriale Hospice slatus
38=D| PARTICIPATE PLANNING CARE-REVISE CP Aoted on her caré plan.

| cornprehensive assessment; prepared by an

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the Stale, to
participate in planning ¢are and lreatmant or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the

interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other apprapriate staif in
disciplines as determined by the resident's nesds,
and, to the extent practicable, the participalion of
the resident, the resident's family or the resident's
legal representalive; and periodically reviewed
and raviged by a team of qualified persons after
each assessmenl, !

This REQUIREMENT is not met as evidenced
by;

Based on medical recorg review and interview
the facility failed te update the care plan to
indicate changes in hosplce status for one
resident (#119) of thirty residents reviewed.

The findings Included;

Resident # 119 was admitted {o the facility on
August 14, 2012, with diagnoses including
Dementia with Behaviors, Confusion, and a
History of Falls,

stamug noted on their cace plan,

revised if necessary

Hospice on the Care P(an.

Andits will ¢ completed by the QA

change in the type of Hotpice or hoe

compliance on ths Care Blap,

acticn plens will be eompieted.

All residents who ase eureently on roaline Hospice or
Gsneral Inpatient Hospice have the appropriate Hospice

Policies and proceduves relating to the impaortance of
addressicg Hospice and the appropriate status of
Hospice will be reviewed by the ADON on L0/28/12 and

In-service witl be completed on £0/25712 by the ADON
o the Interdisciplinary team relating to the imporance
of addressing Hospice and the appropriate-statug of ,

resident § who are on Hqspice 1 validate that Hospics is
approprialtly addressed on the Care Plan, This audjc will-
bagin on November 2, 2012. Any residenr having a

Hospice care will be reviewed monthly (o volidare )

The audit will be reviewed by the QA Commines on 2
monthly basis. The QA Commiitee members age the
Administeator, Assistant-tosthe-Adm{nistrator, Medical
Director, Director of Nussing, Pharmacist, MD3
Coosdinnlor, Dietary Manager and Quality Assurance
Nurse. When areqs of focus and treads are idenvified,

Nurse on all

a new order for
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The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

[ This REQUIREMENT is not met as evidenced
by: '

Based on observation, medical record review,
and interview, the facility failed to follow care plan
interventions for one (#126) of thirty sampled
residents,

The findings included:

Resident #126 admilted io the facility on February
i 8, 2012, with diaghoses inctuding Vascular

i Dementia, Anxely, Depressive Disorder, and

{ Chronic Obstructive Disorder.

|
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F 280 Conlinued From page 3 . F 280
Medical record review aof two physician's .
felephane orders (both undated) revealed an
order to initiate GIP (General In Patient) hospice
care and a later (undated) telephone order to
discontinue the GIP lavel of hospice cars.
Medical record review of the resident's care plan
dated August 14, 2012, dld not indicate changes
in the resident's level of hospice services.
Intérview with the Director of Nursing (DON) on
: Oclober 17, 2012 at 9:00 a.m., in the conference
foom conhfirmed the resident's cara plan did not
i reflect changes in the resident's lavel of hospice
| services. )
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 ] Resident # 126 is currently kept in sight of staff when in | 11/16/12
538=D | PERSONS/PER CARE PLAN wheelchair according to the Care Plan,

Al residents requiring staff observotion wiile up in the
wheelchuir ace appropriately observed

The DON on 10/26/12 swill review policies and
Procedures relating to appropriate observalions whila in
wheelchairs. Revisions will be made if necessary,

Insservice will be completed on 16/30412 by the DO
for al) staff relating to 1he imporiance of tasidents
requiring appropriaic observations of 2 resident while m
wheelehairs. A meke-up In-service will be complated on
1142412

The Quality Assurance Muree on a weekly basks will
|eomplete an Audin for four weels, every ather weelk for
‘ene month, then monthty thereaRer. This audir will
leonsist of five abservation per day of those residents
Jrequiring obscrvation while up n wheelchnirs.
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F 282 ] Continued From page 4 I F282] e Qa Comminee on & monthly basis will review the
Medical record review of the Minimum Dala Set *“:id"' 'fh“ QA Comminee mf“"";‘ ?"’ the Medica
i dated October 2, 2012, revealed the resident has A' min stratar, Asslsmt-n_:-mc-.-\ ministrator, Medica
| vere cagnitive impairment and requires Direcior, Director of Mursing, Pharmacist, MDS
| seve g P q coordinator, Dictary Manager and Quality Assurancs
, extensive assistance with all activities of daily Nurse. When areas of focus and rrends are identified,
living. aetion plans will be developed and follow-u will be
i . X completed.
i Medical record review revealed the resident had a
| history of falls and following a fall from the
| wheelchair on September 17, 2012, the

| intervention added to the resident's plan of care
was lo, "keep the resident [n sight of staff when in
wheelcharr " |
i
l Observation on October 17, 2012, at 9:30 a.m., i
i revealed the resident sitfing arone in their room in
. @ high/low wheeichair with an slarm and vest
restraint in plage,

interview with the Activity Director on October 17,
2012, at 9:40 a.m,, confirmed the resident had
; baen leff alone in the resident's room, in a

wheelchair and out of sight of staff, 1116012
F 3231 483.25(h) FREE OF ACCIDENT F 323| Resident# 50 ond #126 curreatly have the vest safery
35=D HAZARDS;’SUPERVI$ION.’DEV|GES device which he hos applied corvecily according 1o

manufaciures recommendations

The facility must ensure that the resident
anvironment rerains as free of aceident hazards
! as is possible; and each resident receives

adequate SL‘IDENiSIOH and agsistance devices to All regidents eurrently requicing vest sofety devices have)
prevent accidents. the safery vests applied according to manufactures
recommendstions.

) Pelicies ond Procedures refating to the sppropriated
This REQUIREMENT is not met as evidencad application of the vest safery device will b reviewed by

; by: the DON on [0/26/L2, Revisions will be mads it
Based on ohservation, review of the flegessary.

manufacturer's application instructions for vest

FORM CGM3-2562{02-99) Previous Verslans Ohsqtele Evenl 10: XOFC11 Facility ID: TNB501 If contintation sheet Page 6 of 10
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F 323 | Continued From page 5 F 323] (n-Services will be provided for all staffon 10/30712
restraints, and interview, the facility failed to xeleting to appropriate application of vesl safety devices.
correctly apply a vest restraint for two (#126 & # This In-Service wilf be provided for afl Statf unable to
50 ) of thity sampled residents amend g 1172/12,

!
The findings includad:
An audit will be completed an oll residents raquiring

Resident #126 admitted to the facility on February vest safety devices. The Quality Assurance Nurse will
8, 2012, with diagnoses including Vascular complete this audit. The audit will b complated weckly
Dementia, Anxlely, Depressive Disorder, and for the first month, every two weeks for the next menth

Chronic Obstructive Disorder. and monthly thereafter.

Medical record review of the Minimum Data Se!

(MDS) dated Qciober 2, 2012, revealed the The , T
¥ P ! QA Commiriee on a monthly basis will review the

resrd_ent has savere cognitive impairment a;_ad audit, The Q4 Committee mémbers e tic

requires extensive assistance with all activities of Adnuinistator, Assistont-to-the-Adwministeator, Medicat

dally living. . Dictetor, Diccctor of Mursing, Pharmacist, MDS

coordinaror, Dietary Manager and Quality Assurangs
Medical record review reveaied the rasident had a Murse, When areas of focus and trends are identitied,
history .of falls with many interventions aftempted, jaction plans will be developed and follow-u will be
tompleted,

‘Madical record review of nursing notes and
review of faciiity decuments revealed following a
fall on September 12, 2012, an intervention to
apply a vest restraint while the resident was in
bed and in the wheelchalr was put in place.

Review of the vest restraint manufacfurer

application instructions for wheelchalr use

revealed:

a. Position the patient as far back in the seat as

: possible with the butiocks against the back of the
chalr.

! B. Bring the siraps over the hips at a 45-dagree

angie and pass down between the seat and the

wheelchair sides,

¢. Criss-cross the siraps, and use quick-release

: fies to attach straps ta the opposite side kick

f spurs, out of the patien{'s reach,.

FORM CMS-2567(02-88) Previoua Verslons Obsolela Evant ID; X0FC11 Facility 1D; TN8601 If continualion sheet Page 6 of 10
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lIe]
PREFLY
TAG

PROVIDER'S PLAM OF CORRECTION {%5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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OEFICIENCY)

Ansmiaz,

and helmst.

helmet.

i
F 323 Continved From page 6
d. Ifthe chair has an adjustable seat, secure
straps to a movable part of the chair frame, out of
| the patient's reach.

Further review revealed,"...a restraint applied
incorrectly or worn backwards may result in
serious injury or death..."

Obssrvation and interview with the Director of
Nursing (DON) in the haflway on Qctober 17,
2012, at 11:50 a.m., revealed the resident sitting
in the hallin a high/low wheelchair wearing a vest
restraint. Further ohservation revealed the siraps
came across the hips as direcied however, the
straps failed to be criss-crossed and atiached to
the kick spur as Instructed. Interview with the
PON at that time confirmed the restraint had
been incorractly applied.

Resident #50 was readmitted to the facility on
April 26, 2012, with diagnoses including Dizbeies, !
Hyperlipaderna, Hyperiension, Dementia, and [

Medical record review of the physician's orders
dated August 3, 2012, revealed resident to have
low rider wheelchair with a safely vest restraint

Observation on October 16, 2012, at 4:20 p.m,,
reveaied the resident siting in a wheelchair in the
hallway wearing a safely vest restraint and

Observation Qctober 17, 2012, with registered

) nurse #1 (RN} at 10:45 a.m., at the nurses'
station, of the resident silting in the wheelchair,

i revealed the safefy vest restraint lie straps came

]

F 323

FORM CM5-2667(02-89) Frevious Verslons Obsalels Evani 1D XQFC 11
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across the hips as direcled, however the straps
failed to be criss-crossed and attached to back of
wheelchair as instructed,

Interview with the Director of Nursing on October ;
17, 2012, at 11:50 a.m., in the hallway, confirmed
the safely vest restraint was incorrectly appliad.

F 371 [ 483.35()) FOOD PROCURE, F 371 The stove backsptash svas cleaned immediately and is 1186012

$8=D ) STORE/PREPARE/SERVE - SANITARY curently on the daily cleaning schedule. Staff is
curreatly dipping the dishes in the sanitizer per

requireraent for one minute. Strips are currently being
ulilized to determine the appropriate lomperatre is
maintataed For cleoning dishes.

The facility must -

(1) Procure food from sources approved or
considered salisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food

under sanitary conditions
All policics and proceduores relaring Lo ¢lzaning of the

backsplash and appropriste clsaning of dishes will be
reviewed by the Dietory Manager on 10429712,
Revisiens will be made If necessary-

An In-Servics was completed for diclary staf by the

This REQUIREMENT is not met as evidenced 1 ’
Dietary Manvager on 10/16/12 relating 1o Ihe daily

by . ! -
Based on obsarvation, facily polcy v, and o s s o A1
N - TH - - = 3 it

interview the facility fafled o ensure that kitchen for thse who were unable © attend on 10/16/12,

equipment was properly sanitized.

! The findings included:

An oudit will be compleled by the Quality Assurancs
Nurse to yalidate ¢compliance, This audit will be
completed daily for the first twi weeks, every other day

Observation of the kitchen with the Dietary
Manager on October 15, 2012, at 16:230 am.,

revealed the stove backsplash was covered with

. ! . ;i , week > d
what was described by dietary aide #3 as; “gravy _ Eﬁ;::;l;ct.;::a%:ﬂeks weekly for the aext month an
from the nighl before". Interview at this ime with 1 ’

the Dietary Manager confirmed the stove
i backsplash was to be cleaned after use.

Observalion of the three compariment sink on

i
FORM CMS-2587(02-99) Previous Verslans Obsalete Evenl ID: XOFC{1 _ Faciliy iD: TNBBM )f continuation sheel Fage 8 of 10
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F 371 Continued From page 8 F 371] The QA Commitiee on a momtbly basis will review the
Qctober 16, 2012, at 10:15 a.m., revealed dietary audil, The QA Committes members gre Ui
aide #2 washing and rinsing & stralner and two Administretor, Assist;\:{m-lfu-[he«Admini.s{ralor, Medieat
quarter pans and then dipping the items in B;;iﬁ;ﬂg{fr'f;:"[“’fh’[::‘“g; :l:‘;"&‘uﬂ:l'_“- :sms
sanitizer. Continued interview at this time with ! ) Dietary WInIEe ity Assurance
the Dietary M d distary aide £1 and #2 | Nurse. When arcas of focus and trends are idemified,
e ielaly Manager ant diel ry alde 2N ! aetion plans will be developed and follow-up will be
revealed items are washed, rinsed, and dipped in completed
the sanitizer,
Review of the sanitizer information provided by ,
the Facility revealed " .,.Surfaces must be wetl at
i least 1 minute _." !
Interview with the Diatary Manager in the Kitchen,
on Octoher 17, 2012, at 8:30 a.m., confirmed the
facility failed lo properly sanitize cooking
equipment in the three compariment sink by not
ensuring proper contact time with the sanitizer. :
F 372, 483,35(i)(3) DISPOSE GARBAGE & REFUSE F 372 Garbage is curemly disposed of properly by the fagilicy. | 11116712
ss=D | PROPERLY Alt polictes and procedures relating 1o proper disposal of

The facility must dispose of garbage and refuse
properly.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview the facility
failed to dispose of garbage and refuse properly,

The findings included:

Observation with the Dietary Manager on Oclober
15, 2012, at 10:45 a.m., revealad the side of the

! outside garbage dumpster was covered witha |
i heavy amount of food particies. Debris was also
obsarved in the area surrounding the dumpster .

, Interview with the Diatary Manager at this tirme

garbage by the facility will be reviewed by the Distary
Manager on 10/30/12. Revisions will be made if

netEssary.

In-Services was presented 10 olf dietary staff on 10/16/12
an Lhe proper disposal of garhage by the facility. This In-
Service was completed by the Disrary Manager, An In-
Service will be complered on 10/31/12 for thaze who
could not amend on 10/16/12.

An audit will Be completed by the Quality Assurancs
Nurse 10 valldate compliance. This audic will be
completed doily for lhe Firs two weeks, every other day
for the next tow weele, weekly for (he next moalh, pad

monthly thereafier. . .
The QA Committes on & monthly basis will review the

audit. The QA Commines members ace the
Administratar, Assiscani-to-the-Administrator, Medical
Director. Dirsstor of Nursing, Phanmaeist, MDS
coordinator, Dierary Manager and Quality Assurance
Nurse, When arens of focus and trends are identified,
acrian plens will be developed and follow-u will be
compleled
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§$=D ;| OPERATING CONDITION

I
The facility must rmaintain all essential
mechanical, eleclrical, and patient care
equipment in safe operating condition.

This REQUIREMENT is not met as evidenced
by:

Baseq on observation and interview the Tacility
failed 10 maintsin the kitchen walk in freezer in
safe operaling condition,

The findings included:

Qbservation on October 15, 2012, at 10:35 a.m.,
revealsd the walk- in freezer door was bowed
outward. Continued cbservation and inspection of
the waik- in freezer revealed a heawy ice
accumulation around the seal of the door.

Interview at this time with the Dietary Manager
confirmed that the door seal was nol air tight
causing the ica to form around the door.

L !

ey 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (%5)
PREFIX (EACH DEFICIENC'Y MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8 cOMPL_TETION
" TAG REGULATQRY OR LSG IGENTIFYING INFORMATION) TAG CROSS-REFERENCES TQ THE APPROPRIATE DATE
DEFICIENCY)
F 372 Conlinued From page ¢ F 372
confirmed the facility failed to dispose of garbage
properly.
F 456 ) 483.70(c){(2) ESSENTIAL EQUIPMENT, SAFE F 456 | | The Walk-In freazer will have a new seal placed an the 11716112

deoron 1173412,

Policies and procedures relating to che oppropriate
maintenance for the Walk-In freezer in safe operating
condition will be reviewad on 1030712 by the Dictary
iMrnger. Revisions will be made it neesssary,

in-Service was provided for the Dictary and
Maintenance saffon 10/31/12 by Assistant-{palhe-
Administator relatiag 10 sppropriated maintenance for
the Wolk-In frcezer. An Di-service will e provided an
L1212 for those wha coold not antead,

An audit will be complered by the Quolity Assurance
Nurse 10 validate complianes. This aodit will be
completed daily for the Firs two weeks, tvery other day ~
ar the next row weeks, wezkly for the next month, and
monlhly thereafter.

The QA Committee 0n & montaly basis will review the
audir, The QA Commines members are Lhe
Administrotgr, Asststant-to-the-Administralor, Mediea)
Directoe, Director of Mursing, Phamnacist, MDS
coordinator, Dictary danoger and Quatity Assurarce
Murse. When aress of focus and trands are identified,
actian plans will be developed and follow-u witl be
completed

FORM CMS-2567(02-98) Prevlous Versions Obsolele Evenl 1: X0FC11

Faeility 10: TNG601 If continualion sheet Page 10 af 10



